Migrant women, especially from Indian and African ethnicity, have a higher risk of stillbirth than native-born populations in high-income countries. Differential access or timing of ANC and the uptake of other services may play a role. We investigated the pattern of healthcare utilisation among migrant women and its relationship with the risk of stillbirth (SB)-antepartum stillbirth (AnteSB) and intrapartum stillbirth (IntraSB)-in Western Australia (WA).
a1111111111 a1111111111 a1111111111 a1111111111 a1111111111 increased in those who commenced ANC later than 14 weeks gestation in women from Indian (OR 2.16, 95% CI 1.18-3.95, P = 0.013), Māori (OR 3.03, 95% CI 1.43-6.45, P = 0.004), and 'other' (OR 2.19, 95% CI 1.34-3.58, P = 0.002) ethnicities. With midwife-only intrapartum care, the odds of IntraSB for viable births in African and 'other' migrants (combined) were more than 3 times that of Australian-born women (OR 3.43, 95% CI 1.28-9.19, P = 0.014); however, with multidisciplinary intrapartum care, the odds were similar to that of Australian-born group (OR 1.34, 95% CI 0.30-5.98, P = 0.695). Compared with Australianborn women, migrant women who utilised interpreter services had a lower risk of SB (OR 0.51, 95% CI 0.27-0.96, P = 0.035); those who did not utilise interpreters had a higher risk of SB (OR 1.20, 95% CI 1.07-1. 35 , P < 0.001). Covariates partially available in the data set comprised the main limitation of the study.
Conclusion
Late commencement of ANC, underutilisation of interpreter services, and midwife-only intrapartum care are associated with increased risk of SB in migrant women. Education to improve early engagement with ANC, better uptake of interpreter services, and the provision of multidisciplinary-team intrapartum care to women specifically from African and 'other' backgrounds may reduce the risk of SB in migrants.
Author summary
Why was this study done?
• Despite the availability of advanced pregnancy and childbirth care, the rate of stillbirth (SB) is unacceptably high among ethnic groups and migrant populations living in highincome countries.
• Nonwhite ethnic and migrant groups, especially those from African and other non-English speaking backgrounds, have a higher risk of SB compared with white and/or nonmigrant populations.
• Known risk factors do not explain the observed increased risk, and more investigation is needed to identify influential factors specific to those populations.
What did the researchers do and find?
• Using routinely collected administrative health and registry data, this study investigated all births to the non-Indigenous population of Western Australia (WA) from 2005 to 2013, including 260,997 live births and SBs.
• Health-service related factors were investigated to identify the pattern of service utilisation that may contribute to the increased rate of SBs in at-risk populations.
• Late commencement of ANC, not utilised interpreter services, lack of private health insurance, and midwife-only care during birth were associated with increased risk of SB in specific ethnic groups of migrants.
Introduction
Despite the availability of quality antenatal and obstetric care in most developed nations, disparities in rates of stillbirth (SB) within and between countries continue to be reported [1, 2] . Where similar health systems exist, different ethnic composition may explain some of this variation between countries [3] . In Australia, migrant women are at increased risk of SB compared with Australian-born women, despite having access to the same health resources [4] [5] [6] . Specifically, we observed an increased rate of antepartum stillbirth (AnteSB) in migrant women from African, Indian, and 'other' nonwhite ethnic backgrounds [6] . Further, we reported an increased rate of intrapartum stillbirth (IntraSB) in African and 'other' nonwhite migrant ethnicities despite adjusting for several well-established risk factors for SB [6] . This warranted an investigation for additional factors that may explain the higher risk of SB in migrant populations. Targeting such specific factors in these at-risk populations is imperative for evidence-based practice and a precise public health plan for reducing risk of SB in migrants. Evidence suggests that the risk profile of migrants differs from that of the native-born population [6, 7] , and strategies that are found effective in their native-born counterparts, such as lowering alcohol or tobacco consumption in pregnancy, may not yield similar effect on a population level because of a considerably low prevalence of those habits among them [6, 7] . In contrast, communication barriers [8] and factors such as access to or timing of ANC [7, 8] and uptake of other services, because of unfamiliarity or socioeconomic or private health insurance status, may play a greater role in these groups [7, 9, 10] .
Thus, we hypothesised that healthcare factors may explain the disparities observed in the risk of SB between migrant and Australian-born populations. We investigated whether pattern of healthcare utilisation among migrant women in Western Australia (WA) is different to that of the Australian-born population and if such difference influences the risk of SB. We specifically investigated the relationship between SB and timing of ANC, utilising interpreter services, health insurance status, and type of intrapartum care.
Methods

Study design and participants
A retrospective cohort study using routinely collected administrative health data was undertaken. We examined de-identified data for the entire non-indigenous population of births occurred in WA from 1 January 2005 to 31 December 2013 through the WA Data Linkage System (WADLS) of WA Department of Health. No separate protocol for this study is available other than the previous study published from the same project [6] .
Data sources and linkage
WADLS was formally established in 1995 as a collaboration between the WA Department of Health and researchers, mainly for population health research purposes. It has a highly successful history of linking data, dating back to the 1970s, and in just its first 10 years of operation has supported more than 400 studies contributed to policy, practice, and wellbeing of the population [11] .
WADLS applies probabilistic matching based on full name and address, phonetic compression algorithms, and other identifiers to link data from a variety of health and other administrative data sets [12] . The frequency of invalid or missed links based on evaluation of linked chains is estimated to be very low (0.11%), and the linkage procedures are widely known as best practice [11] [12] [13] .
Data for this study was accessed from multiple data collections. We primarily utilised the Midwives Notification System (MNS), a statutory highly reliable data collection of demographic, pregnancy, and delivery information for all births in WA. The MNS adheres to strict quality assurance processes ensuring data completeness, validity, and reporting compliance [14] . To supplement MNS data, other WA statutory data collections-the Hospital Morbidity Data Collection (HMDC) containing data related to inpatient discharges from all private and public hospitals [15] , the WA Registry of Developmental Anomalies (WARDA) containing a database of developmental anomalies identified by 6 years of age, including fetuses of terminated pregnancies [16] , and Birth and Death Registrations [17]-were used. These data collections are key information sources to meet the mandatory and statutory reporting requirements in WA. Further, genealogical linkage through the Family Connections Linkage Facility of the WADLS was used to link women with child outcomes [18] . Fig 1 shows the geographical location, the number, and the distribution of hospitals across WA [19] . Additional information can be found in the S1 WA Health System.
Exposures
Migrant status for mothers, defined as country of birth other than Australia, was ascertained through mother's place of birth variable from Birth Registration data or country of birth from mother's HMDC records. Mother's place of birth variable included city, province, and country of birth as reported by parents on the Birth Registration Form. Utilising this variable, a new variable was created to classify the population as Australian-born or migrant. Place of birth from Birth Registration data was merged with MNS data, which was complete for 99.0% of the births. Country of birth from the mother's hospital record was used to ascertain the mother's place of birth and to retrieve the missing values; thus, maternal migrant status achieved 99.99% completeness for the population of study.
The migrant population was further stratified by self-reported ethnicity using the variable ethnic origin, which was 100% complete (MNS data), as white (Caucasian), Asian, Indian, African, Māori, and 'other', and was compared with Australian-born women from any ethnicity. For this comparison, a categorical variable with values assigned as Australian-born, white, Asian, Indian, African, Māori, and 'other' was created. We did not stratify Australian-born population by ethnicity because we had previously reported that the proportion of nonwhite Australian-born women was very small (3.3%) and the risk of SB in them was similar to that of white Australian-born women [6] , with no SBs occurring in Australian-born women from Indian or African backgrounds.
Because the focus of this project was on migrants, any data for women of Aboriginal or Torres Strait Islander background were excluded by design. This is also an approach to eliminate the risk of nondifferential misclassification bias toward the null hypothesis [5, 6] because the prevalence of SB among this population is twice that of non-indigenous Australians [20] .
Outcomes
According to the Australian Institute of Health and Welfare and the National Perinatal Data Collection, SB is defined as death of a baby of at least 20 completed weeks of gestation or 400 g or more birth weight if the gestation was unknown, before the complete expulsion or extraction from its mother [21] . We further categorised SB as antepartum (death before commencement of labour) or intrapartum (death after labour started) [1] . Data on type of SB was available for 99.98% of SBs by cross-source checking of status of baby at birth (MNS) and presence or absence of the fetal heart beat at the commencement of labour (death certificates). Any termination of pregnancy, identified through WARDA and death records, were excluded (n = 433).
Other variables
Hospital type (tertiary, metro-public, metro-private, and rural-private/public), interpreter use (yes/no)-indicating if an official paid interpreter service was used, and private health insurance status (yes/no)-indicating whether the patient had hospital insurance-were available for all hospital births (99.0%). The 2 variables, interpreter use and health insurance status, 
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were used to investigate the potential influences of access to healthcare services and communication barriers on the risk of SB in ethnic migrant groups.
Data on intrapartum care provider were reported as accoucheur (birth attendant/supervisor) on MNS and was available for all births-coded as obstetrician, other medical practitioner, midwife, student, self/no attendant, and other; each case could contain single or multiple values. For analyses, this variable was categorised as midwife, doctor, mix (team), and self/no care. Also, a dichotomous variable, midwife-only (yes/no), was created.
Gestational age at first antenatal care (ANC) visit, recorded in MNS since 2010, was used to stratify the population (2010-2013) by timing of commencement of ANC (late booking: first visit after week 14) [10, 22] in a subgroup analysis.
Low birth weight (LBW), defined as birth weight <2,500 g [23] , and preterm birth (PTB), defined as birth before 37 weeks' gestation [24] , are considered intermediate variables and not confounders, and adjusting for them in perinatal mortality analyses can create bias [25] . Therefore, instead of adjusting for these 2 variables, adjusting for their risk is suggested [25, 26] . Hence, the predicted probability of LBW or PTB above the 95th percentile [26] titled 'high-risk-of-LBW' and 'high-risk-of-PTB' were calculated and used in the analyses instead.
The Index of Relative Socioeconomic Disadvantage (IRSD), summarising several disadvantage measures, including low income, low education, high unemployment, and unskilled occupations [27] , and Accessibility/Remoteness Index of Australia (ARIA) [28] were derived and provided by geocoding using address-parsing software by WADLS. ARIA is a geographical index defining remoteness based on accessibility to goods, services, and opportunities for social interaction across Australia based on road distance from populated towns [28] . A missing subgroup was created for ARIA and IRSD for missing data (3.3%) to keep all the cases in the analysis.
Statistical analysis
Demographic and obstetric characteristics of study groups were tabulated. Pearson χ 2 or Fisher exact tests were used as appropriate for descriptive analyses. Independent samples t test was used to compare means for continuous variables. Cumulative incidence rates of SB (overall, AnteSB, IntraSB), stratified by ethnicity, were calculated over the period of study, with denominators determined by 10,000 total births (live and SB).
Univariable logistic regression analysis for the whole population of study was used to examine association between risk factors and each type of SB and to calculate crude odds ratio (OR) and 95% CI. Multivariable logistic regression for all analyses included established (ethnicity [4] [5] [6] [29] [30] [31] [32] [33] [34] [35] , year of birth [6, 32, 33, [35] [36] [37] [38] [39] , marital status [6, [39] [40] [41] , maternal age group [5, 6, 32, [37] [38] [39] 42] , parity [5, 6, 32, 37, 38] , plurality [6, 37, 41] , pre-existing diabetes [35, 43, 44] , essential hypertension [5, 6, 41] , previous SB [5, 6, 35] , sex of baby [35, 45] , socioeconomic disadvantage [5, 6, 41, 46] , accessibility/remoteness [32, [46] [47] [48] [49] , and smoking during pregnancy [5, 6, 39, 44, 50] ) and potential factors (health insurance [51] and interpreter utilisation [8] ) associated with SB to determine the adjusted OR (aOR). An additional intrapartum-related co-variate, only-midwife accoucheur, was specifically added to the IntraSB analysis. P < 0.05 was considered significant, and variables with p > 0.1 were removed from the final models [52] . In order to investigate with more depth the relationship between SB and timing of ANC, utilising interpreter services, health insurance status, and type of intrapartum care, the migrant population was further stratified according to the factors of interest as follows: by interpreter utilisation (yes/no) for analysing all SBs combined, by timing of commencement of ANC (first visit before/after week 14) and also by private health insurance status for AnteSB analysis, and by type of intrapartum care (midwife-only/team) for IntraSB analysis in women from African and 'other' ethnic backgrounds combined, the only population at-risk of IntraSB. We also limited the intrapartum care analysis to viable births-gestational age at birth >23 completed weeks.
To explore whether the increased risk of AnteSB and/or IntraSB in migrant women are mediated through LBW and PTB, the predicted probabilities of LBW and PTB were estimated from a logistic regression model based on baseline covariates [25, 26] , including ethnicity, marital status, maternal age group, parity, plurality, presence of medical condition or pregnancy complication, smoking during pregnancy, and socioeconomic disadvantage; then the new binary variables-(Yes/No), 'high-risk-of-LBW', and 'high-risk-of-PTB'-were defined as the predicted probability of LBW and PTB, respectively, above the 95th percentile [26] and were used as additional covariates in the analyses.
Sensitivity analyses. Analyses were undertaken by excluding SBs with major anomalies from the analysis because of potential restricted access or differing attitudes to screening or termination of pregnancy reported for some ethnic backgrounds [30, 53] .
Further, to examine the effect of nonindependence that can arise in the analysis of large population data when women have more than one birth during the period of study, we limited the population of women to those with just one birth record in the data set to examine the effect of nonindependence that can arise in the analysis of large population data. Also, in response to peer review comments, the cluster effect was fitted using the 'cluster' option in the STATA package.
Analyses were performed using Stata (version 13�1; StataCorp LP, College Station, Texas).
Ethics approval
This study was approved by the Human Research Ethics Committee of the WA Department of Health (2015/23). Because of the use of nonidentifiable routinely collected linked administrative health data for the whole population, written consent was not required to conduct the study.
Results
From 261,430 live and SBs to WA non-Indigenous women during 2005 to 2013, 433 were identified as termination of pregnancy and were excluded. Among the 260,997 births included in the study, 99.0% were delivered in a hospital (258,296), 66.1% to Australian-born women and 33.9% to migrant women. Nonwhite migrants predominantly utilised tertiary and public hospitals, whereas white migrants and Australian-born women had more private hospital separations (Table 1) . Among migrant populations, women from African backgrounds had the lowest proportion of nulliparous women, the highest proportion of interpreter service use (15�7%) at the hospital and post-term pregnancy (2.1%), and resided in very accessible areas in WA (92�2%). Māori women had the highest proportion of socioeconomic disadvantage (27�2%), never married (19.4%), and smoking in pregnancy (39.2%). Migrant women from Indian background had the highest proportion of nulliparous women (58.2%) and experienced the highest prevalence of complications of pregnancy (39.3%), complication of labour (73�0%), and emergency caesarean section (24�4%) ( Table 2 ). Only 5.3% of Māori and 9.2% of African migrants had private health insurance in contrast to 43.1% of Australian-born women. Among Australian-born women, 14% had smoked in pregnancy while only 0.7% and 1.9% of migrants from Indian and African backgrounds, respectively, had smoked in pregnancy. 
AnteSB
In the multivariable analysis, primiparity, living in remote areas, private health insurance, and utilising interpreter services were associated with lower risk of AnteSB (Table 3) , whereas age >35 years, multiple pregnancy, pre-existing diabetes, and smoking were associated with increased risk of AnteSB. However, controlling for these factors did not attenuate the odds of AnteSB in African, Indian, and 'other' migrant populations; if anything, the OR increased after adjusting for these covariates (Table 3) .
IntraSB
Female offspring, parity, and socioeconomic disadvantage were associated with lower risk of IntraSB. Conversely, multiple pregnancy, pre-existing diabetes, age >35 years, living in very remote areas, smoking, and midwife-only accoucheur were associated with higher risk of IntraSB; however, controlling for these factors did not explain and even increased the effect measure for IntraSB in women from African and 'other' ethnic backgrounds (Table 4) .
When the analysis was undertake on viable birth (>23 weeks gestation), the higher odds of IntraSB remained significant in women from African background (aOR 4.78, 95% CI 1.86-12.30) but lost significance in women from 'other' ethnic backgrounds (aOR 1.96, 95% CI 0.78-4.97).
ANC
Migrant women commenced ANC visits (ANC visit) 1.5 weeks later (P < 0.001) than Australian-born women ( Table 2 ). African and 'other' migrant women, specifically, commenced ANC 5 weeks later than Australian-born women (P < 0.001): more than 50% had their first visit after week 14 of pregnancy ( Table 2 and Fig 2) .
When the population was stratified by late ANC booking, the increased risk of AnteSB was confined to those who booked late in Indian (OR 1. 49 was not observed in migrant women from African backgrounds and remained the same in the adjusted analysis (Table 5 ).
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Birth attendant and intrapartum care
When the birth attendant was a midwife, with no accompanying doctor, the odds of IntraSB in African and 'other' women was more than 3 times that of Australian-born women (OR 3.43, 95% CI 1.28-9.19), which remained significant after adjusting for other factors. However, when the intrapartum care was provided by mix attendants (team), the odds were the same (OR 1.34, 95% CI 0.30-5.98) with no difference after adjustment. For viable births (>23 weeks gestation), intrapartum care with midwife, mix (team), and doctor attendants showed similar IntraSB rates in Australian-born women (Fig 3) . In contrast, IntraSB rate was more than 3-fold (P = 0.009) higher in African and 'other' migrants than Australian-born women with midwife-only attendants. No difference in IntraSB rates of migrant and Australian-born women was observed with intrapartum care by doctor or by mix (team) attendants (Fig 3) . No IntraSB was observed in African or 'other' women when birth was attended by an obstetrician (N = 1,793 ).
Interpreter service
The rate of overall SB was lower (26 versus 58 per 10,000 births, P = 0.011) in migrant women who utilised interpreter services from those who did not, especially among African women (31 versus 141 per 10,000 births, P = 0.034; Fig 4) . Compared with Australian-born women, migrants who utilised interpreter service had lower odds of SB (OR 0.51; 95% CI 0.27-0.96), whereas their counterparts who did not have an interpreter had higher odds (OR 1.20; 95% CI 1.07-1.35). 
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Private health insurance
Compared to Australian-born women, women from an Indian background who had private health insurance did not experience increased odds of AnteSB (aOR 1.14, 95% CI 0.47-2.77), 
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whereas those who did not have private health insurance showed higher odds (aOR 2.04, 95% CI 1.35-3.09).
Sensitivity analysis
Removing SBs with major anomalies or limiting the population of study to women with only one birth record in the data set did not result in appreciable difference in primary findings.
Discussion
In this linked data study, we showed that having private health insurance and utilising interpreter services were associated with a lower risk of AnteSB and that midwife-only accoucheur was associated with a higher risk of IntraSB. Yet, controlling for these factors, in addition to other factors, did not completely explain the increased risk of either AnteSB in Indian, African, and 'other' ethnic migrants or IntraSB in African and 'other' migrants. In further stratified analyses, late commencement of ANC visit and lack of access to or uptake of intrapartum care by doctors emerged as underlying factors for the increased risk of SB in at-risk groups of migrants. Migrant women from an Indian background who had private health insurance did not experience increased odds of AnteSB, and those from African and 'other' backgrounds who had a doctor-midwife team intrapartum care did not have a higher rate of IntraSB compared with Australian-born women.
Indian migrants, as a population, commenced ANC visits early, and 25% had private health insurance, yet they had a high rate of AnteSB. Stratifying the population by the timing of ANC visit in the analysis confirmed that the increased AnteSB was unique to Indian women who booked late. Being high-risk-for-LBW regardless of cause, PTB or fetal growth restriction (FGR) [41, 44] , had a great impact on AnteSB in Indian migrants. This suggests that early engagement with the healthcare system may reduce the number of SBs, perhaps through implementing interventions that prevent PTB and/or FGR, particularly in this group. Contrary to the reports from the United States [54] , having private health insurance was associated with a reduced risk of SB in this group in our study. Perinatal mortality disparities between public and private care, though not stratified by ethnicity, have been reported in Queensland, Australia, as well [51] .
Detecting third-trimester FGR is challenging; clinical assessment misses approximately one-third of cases [55] , ultrasound assessment is costly, and the most appropriate ultrasound biometry charts to use, especially for nonwhite ethnic minorities and naturally short-stature, are controversial [56] [57] [58] . It is of note that migrant women of Asian ethnicity, despite having a similar height to Indian women, did not have a high rate of AnteSB in our study. However, a larger proportion of them had private health insurance, an obstetrician accoucheur, and delivered at a private hospital, which may indicate better access to ultrasound during pregnancy. The finding that controlling for high-risk-for-LBW status attenuated all the increased odds of AnteSB in women from Indian background may also indicate the difficulty with detecting FGR, especially in those who commence ANC visits late. Universal third-trimester ultrasonography in the United Kingdom tripled detection of small for gestational age infants at risk of adverse perinatal outcomes [59] . Thus, improving access to more frequent ultrasound surveillance during pregnancy and third-trimester for migrant women of Indian ethnicity in public settings may afford a simple intervention to reduce the rate of AnteSB in this high-risk group.
Stratifying by the timing of the first ANC visit also showed that in women from 'other' backgrounds the odds of AnteSB were exclusively increased in those who commenced ANC later than 14 weeks. Further, by removing previable births, the increased odds of IntraSB in this group attenuated. Timing of first ANC visit is important for ensuring optimal pregnancy outcomes and late booking may result in loss of opportunity for potential comorbidity diagnosis and intervention [22, 60] . Moreover, interventions with demonstrated success in preventing PTB in some women (such as aspirin, progesterone, and cervical cerclage) are only effective when started early in pregnancy, especially for previable PTB prevention [61, 62] . Interventions can only be offered if women engage early with ANC.
Migrant women who utilised interpreter services had lower odds of SB than those who did not, particularly in women of African ethnicity. Interpreter use among Chinese-born women residing in WA has been shown to be associated with lower rates of PTB and close to the rate of PTB reported in China [63] ; to our knowledge, this is the first time that this factor has been examined in relation to the risk of SB. We were surprised by the lower rates of SB in migrants who utilised an interpreter as the majority of nonwhite migrants in WA are from regions with high rates of SB [6] . Variation in rates of interpreter use between migrant groups may reflect differences in English comprehension, willingness to utilise interpreters, and/or culture; evidence shows that in some ethnic groups, the husband acts as the interpreter or insists to provide language support for women even when accredited interpreters are available [8] . The relationship between no interpreter service utilised and higher rates of SB is concerning; it is not clear whether this group had enough English language proficiency or did not use interpreter because of lack of/reluctance to access such services. The finding that migrant women who used an interpreter had a lower rate of SB may indicate the provision of a more culturally responsive healthcare service; thus, this may afford an opportunity for intervention to reduce the rate of SB.
Experts have previously expressed concern over the lack of access to interpreter services, often because of unfamiliarity of migrants with the Australian health system and lack of awareness of their entitlement to nation-wide interpreter services free of charge [64] [65] [66] . The Doctors Priority Line, run through the Department of Immigration and Citizenship's Translating and Interpreting Service, links interpreters in over 160 languages, 24 hours per day, 7 days per week to doctors by telephone within 3 minutes of their call and can arrange on-site interpreters as well [66] . Yet, use of family members instead of professional interpreters was reported in at least 49% of patients during their inpatient stay in a study [65] . Although it is well established that language barriers are linked to lower quality of care, misconceptions about the use of an interpreter being costly, time-consuming, or threatening confidentiality, or even uncertainty about the responsibility for contacting interpreter services by healthcare providers may also play a role in low uptake of this national fee-free service that is unique in the Anglophone world [66] [67] [68] .
In this study, midwife-only accoucheur was associated with increased IntraSB even after removing previable births. To date, this area has not been thoroughly evaluated because of the large sample size required for adequate statistical power. In New Zealand, where the majority of births are delivered by midwives, an unexplained excess in adverse birth outcomes with midwife-led births compared with medical-led births was reported [69] . Despite 244,047 pregnancies, that study was underpowered to evaluate SB (321 SBs) and could not differentiate the type of SB [69] Further, the study could not control for confounders such as place of residence [70] . We had a substantially larger sample size (1,313 SBs), adjusted for accessibility/remoteness and socioeconomic disadvantage and knew the type of SB; midwife-only intrapartum care was still associated with increased risk of IntraSB after 23-weeks' gestation in migrants but not in the Australian-born population. The exact mechanism for this is unclear and warrants further research as IntraSB rates in African and 'other' migrants with doctor-midwife (team) intrapartum care were similar to Australian-born women. Of note, the African women had also 4-fold higher rates of post-term pregnancy compared with Australian-born women as well. Whether this indicates a 'preference' for a model of care for African and other ethnic women in choosing midwife-only care, reluctance to undergo medical interventions (e.g., instrumental/caesarean delivery) [71, 72] or lack of access to doctors because of logistics or timing of reaching facilities is not understood. Future investigation is required to understand this difference and to develop strategies to reduce IntraSB in this at-risk migrant group.
Other findings
SB rates have previously been reported to be higher in remote and very remote areas in Australia [48] ; in this study, we found the rate of AnteSB in remote areas was decreased. This observation may be because of previous studies reporting all SBs, whereas we have dichotomised into AnteSB and IntraSB. Further, in WA, high-risk pregnancies are typically transferred to regional centres or tertiary hospitals in the state capital; hence the population remaining in remote and very remote areas are, by design, at low risk of AnteSB [49, 73, 74] . In contrast, the increased rate of IntraSB in the very remote area may indicate a lack of timely access to emergency intervention, because of late arrival at the facility or long decision delivery interval in obstetric emergencies for which we did not have data to examine [75, 76] . Additional information about the WA healthcare system and the current model of care to improve rural perinatal outcomes is provided in the S1 WA Health. It should be noted, however, that the majority of migrant women lived in highly accessible areas and major cities in our population. Thus these findings cannot be used to draw inferences for specific ethnic groups' risk of SB in relation to remoteness because of very small numbers. Thus, the observed decreased and increased risk of AnteSB and IntraSB in remote and very remote regions, respectively, are effectively showing such risk in the non-Indigenous Australian-born populations living in those regions relative to those living in highly accessible regions.
The socioeconomic disadvantage being protective of IntraSB was an unexpected finding and may be because of factors unable to adjust for such as (lower) body mass index (BMI) [77] or healthcare options available to these women such as doctor-midwife (team) care. It was noted that 23.5% of Australian-born versus 13.5% of the migrant population was in this socioeconomic disadvantage category.
Generalizability and clinical relevance
The reported findings can be generalized to high-income settings serving migrant residents from similar ethnic backgrounds, including other states of Australia, Europe, and Canada. These findings are of particular relevance to clinical practice. Primary healthcare services can be utilised to improve health literacy and familiarity with the health system for migrant women. This can include information on the necessity of early engagement with ANC program, the crucial role of communication and effective use of interpreter services, and the value of doctor-midwife (team) intrapartum care. Developing tools and guidelines for healthcare providers to assess their patient's sufficient ability to communicate in English is crucial to ensure mutual understanding and effective transfer of information.
Strength
This is by far the most comprehensive SB study on pregnancy outcomes of migrants from diverse ethnic backgrounds in Australia. Access to a variety of databases and numerous variables made cross-source ascertainment of exposure and outcomes possible and optimized accuracy and completeness of data. Capability to differentiate the type of SB for 99.98% SBs to investigate intrapartum factors, not previously undertaken, can guide appropriate policy and practice to reduce IntraSBs in migrants and in very remote areas.
Limitations
The main limitation of this study was that gestational age at first ANC visit was recorded from 2010 onwards and was only available for 4 years of our study period. Thus, the related analyses reported were only possible for almost a half of the whole study population.
We used whole population linked data for this study. One limitation with analysis of large population data sets can be the nonindependence of data arising from the occasions women have had more than one birth or SB during the study period. In this study, however, accounting for clustering or limiting the analyses to women with only one birth record, did not affect the results.
Another limitation is the risk of misclassification because of the use of linked administrative health data that have not been collected for the purpose of this specific research. We conducted cross-source ascertainment through multiple data sets we had access to in our study; however, a residual risk of misclassification towards the null for the analyses used ethnicity (only available from MNS) may still remain. For example, Indian women with a high risk of AnteSB have been misclassified as Asian. In such a case, the actual risk of AnteSB can be higher than reported. However, such risk is very low as a validation study of MNS has confirmed the reliability of this database with a Proportion Records Correct of 94.1% for the variable ethnicity [78] .
Also, the standard of care may change over time and create bias. We have adjusted the analysis for the year of birth to avoid such bias in our study.
Moreover, confounding because of covariates not available in the data set (i.e., BMI given that obesity is associated with increased risk of SB) may also be present [44, 77] . However, we have adjusted the analyses for many covariates including pre-existing diabetes mellitus and essential hypertension that are associated with high BMI.
Further, in the LBW/PTB analysis, the predictive power of LBW/PTB depends on the size of the baseline covariates. Thus, a larger set of variables may change the estimates obtained to designate 'high-risk' status [26] .
Also, ARIA may not show intracity difficulties individuals may face for accessing services. The accoucheur variable only records the birth attendant; neither the ANC provider nor the time from seeking intrapartum care to delivery was known.
Finally, despite the use of a large whole population data set, it should be noted in the interpretation of findings, multiple comparisons such as those in the adjusted intrapartum-related analyses may have led to small numbers of samples in those analyses.
Considering all the above, the results should be interpreted with caution.
Conclusion
This retrospective cohort study showed that the pattern of healthcare and service utilisation in pregnant migrant women differs from that of Australian-born women and may be contributing to the increased risk of SBs in African, Indian, Māori, and 'other' ethnic populations in WA. Thus, to reduce SB rates in the migrant population, modifying both women's attitudes towards the health system and also certain aspects of health services are required. Raising awareness of the importance of proactively seeking ANC and using/offering interpreter services for migrant women of reproductive age is vital. For healthcare providers and policymakers, this strategy has the potential to be used as an intervention to reduce the risk of SB. Culture-oriented educational programmes/campaigns may also help to address the concerns of this at-risk group and facilitate greater engagement with the healthcare system early in pregnancy. Improving access to doctor-midwife (team) intrapartum care for African and 'other' migrant populations, as well as the provision of routine third-trimester ultrasound surveillance for migrant women from an Indian background, to monitor fetal growth, may also reduce the rates of SB.
Given these findings highlight the influence of service utilisation on the risk of SB, investigation of the acculturation-related factors on the risk of SB, especially the length of residence in Australia, age on arrival, and intermarriage that can give an indication of familiarity with the health system and also competency in English language and communication, in migrant women is warranted. 
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